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traded summer diarrhoeas of children have also presented occasionally 
these sequela;. Venous thrombosis has also been supposed, with rea¬ 
son, to give origin to these serious degenerative and destructive lesions. 
Finally cerebral hemorrhages have played a very important part in the 
production of these cerebral palsies of children. The asphyxia of the * 
newborn babe is a potent and frequent cause. This asphyxia, which 
too often has been ascribed erroneously to pressure upon the head dur¬ 
ing labor, or to the action of the obstetric forceps, is probably more 
frequently tbe result of compression of the placenta in protracted labor, 
interfering with the proper aeration of the child’s blood. In this con¬ 
dition ecchymoses have been observed, not only beneath the membranes 
of the brain, but also in the pleural cavity and in the capsule of the 
liver. This compression of the placenta in protracted labor has not 
been recognized sufficiently as tbe cause of serious or even fatal injuries 
to the brain of the newborn. In its practical bearings, which cannot 
be discussed here, it suggests timely interference, even with instrumental 
aid, as conservative, rather than dangerous, to the child’s brain. 


NEPHRITIS AND PYONEPHRITIS COMPLICATING PELVIC 
INFLAMMATION IN WOMEN. 

By Wi llt am Alexa.ndee ( M.D., F.R.C.S., 

SOROEOW TO TI1F. ROVAL SOCTIIER.V AND WORKUOrSE HOSPITALS, LIVERPOOL. 

Changes in the kidneys produced in the male by urethral stricture 
are so familiar as to be quite commonplace. In these cases the kidneys 
are slowly destroyed in virtue of the intermittent nature of the compres¬ 
sion and retention, the bladder so loudly calling for relief that the 
patient is compelled to seek'it before the kidneys are affected by direct 
pressure. Dilated calyces, decomposing urine, cystitis, and health-fail¬ 
ure, with the formation of renal or vesical calculi, include the prominent 
symptoms; and while suppuration takes place to a limited extent in 
interstices of the kidneys and in saccules of the bladder, it is never a 
distinctive feature of the disease. Both kidneys are generally, though 
usually unequally, affected, and the system is so deteriorated by the 
renal inadequacy that any operation, either on the kidneys or on the 
patients affected with this disease, is attended with increased risk. 

Probably a les3 common disease than this so-called surgical kidney, 
but a more common disease, perhaps, than we have hitherto suspected, 
is nephritis or pyonephritis in females, dependent on obstruction of one 
ureter through intra-pelvic inflammation. 

A case that, unfortunately, ended fatally enables us to give a complete 
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history of the disease. A fatal issue is not uncommon, because the dis¬ 
ease is not fully appreciated in the most remediable stages, nor is the 
course of treatment always clear. 

For the following notes we are indebted to Mr. Burton, house surgeon, 
and my research scholar, Mr. Crook. 

The patient was a general servant, aged twenty-three years, single, of 
good character and family history. She was accustomed to “do wash¬ 
ing” in the yard, where she often got her feet wet, and as often felt very 
chilly in consequence. She particularly remembered having had a shiv¬ 
ering fit about the beginning of December last, from which time she 
dated the onset of her illness. The rooms she then inhabited were very 
cold and her food insufficient. 

About a week after this—that is, the middle of December—her water 
began to trouble her. She passed it every half hour, felt a good deal of 
smarting during and after micturition, had to rise frequently at night, 
and she believed the urine was then much increased in quantity. It was 
milky in color, but had no foul smell. About the beginning of the year 
she first noticed a little pus in the urine, or a “pellet of white material” 
sometimes streaked with blood, which continued to appear pretty regu¬ 
larly up to her entering the hospital. She mentioned a dull pain over 
the bladder as being in existence about that time, but it was never very 
distinct or severe. 

Up to the 9th of March she improved somewhat and went to service 
again, having been idle from before Christmas—i. e., a fortnight after 
her illness began. For a mouth she felt much better, but after that 
gradually became worse. At the end of April she had, for the first 
time, aching burning pains across the loins, lasting all the month of 
May. Her face at this time felt hot and flushed. She could not sleep 
for the pain, and her urine became worse in color, smarted more, and had 
to be passed more frequently. 

Then suddenly she passed about half a pint of pus and blood, and 
since that time the urine has often contained pus streaked with blood, 
hut never in so great quantity. She went to bed and remained there 
until a fortnight ago. While in bed the symptoms of pain in the back, 
frequent micturition, and smarting continued, but there was no pain 
over the bladder. The quantity of urine passed was, she thought, too 
small.- In the middle of July she for the first time felt sharp pains in 
the right side. This pain would shoot up toward the kidney, and a 
swelling was soon apparent at the seat of pain. The pain passed off 
altogether for a week, then returned, and has remained ever since. 
There was always pain at that time on drawing a deep breath, coughing, 
etc. 

On July 12th she passed at intervals of a few minutes about a quart 
of clear urine, but did not notice that the swelling in the side varied. 

She was very positive that she bad never been irregular in menstruation. 
The quantity was always normal; never‘any pus or discharge per vagi- 
nam, and she never had any extraordinary pain at the menstrual periods. 
Bowels always regular and appetite good before her illness commenced. 

On admission, the right kidney was felt to be about twice the usual 
size and very tender to pressure. It was lower in position, and owing 
to the somewhat emaciated condition and collapsed abdomen could not 
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only be felt, but seen. The ease was sent into hospital by Dr. William 
Williams with a diagnosis of renal calculus. On deep palpation in the 
right pelvic area, a fulness could be detected, but no pain was elicited, 
and the patient rather resented the idea of anything being wrong there. 
Vaginal examination revealed a distinct semi-fluctuating swelling in the 
right broad ligament. There was no special pain or tenderness on ex¬ 
amination in this region. Rest and warm glycero-iodine douches were 
prescribed, and during the subsequent week the following points were 
noted: The temperature fluctuated between 97° and 98° in the morning 
and 101°, 102°, and 103° in the evening; the amount of urine passed 
was irom twenty-eight to thirty-five ounces per diem; specific gravity, 
1015 to 101G; it was slightly alkaline in reaction for the first four days, 
and then became acid, and always contained a considerable amount of 
pus. Appetite fair in spite of the temperature, bowels regular, and 
temperament equable and sanguine. 

A consultation was held at the end of the week (21st), but the tem¬ 
perature had fallen, and until the 31st its range was from 97° to 09°. 
The renal swelling had diminished in size, and was much les3 tender, and 
the patient felt so much better that any active interference was post¬ 
poned. The average quantity of urine passed daily during this period 
was forty-two ounces; specific gravity, 1018. On the 31st the tempera¬ 
ture rose to 102.4°, and for the next few days it resumed its hectic con¬ 
dition, ranging from 97° to 101° or 102°. Traces of albumin appeared 
in the urine, its specific gravity was reduced to 1016 or 1017, and the 
average daily quantity, as well as the quantity of pus, remained about 
the same. The kidney was distinctly larger. As the patient was now 
losing ground it was decided to perform nephrotomy, which was done on 
August 8th.. The lumbar incision was made and the kidney incised, 
when a considerable quantity of pus was evacuated, but no stone was 
felt or seen. A small abscess was found pointing in the vagina; it was 
opened on a grooved needle, when matter and some urine came away. 
A little urine dribbled through the opening for some time after. The 
average temperature from the time of operation until August 14th varied 
from 97° to 99.5°. The daily discharge of pus was free, the large dress¬ 
ings being wet through with urine and matter. The irritability of the 
bladder was much lessened and the patient felt much better. Milk diet. 

On August 17th patient had a “bilious attack,” characterized by 
sickness and vomiting, thought to be due to irritation of tube. This was 
shortened, and vomiting ceased. The temperature during this day and 
the next was very low, viz., 96°, 95.2°, 95°, 95.6°, rising to 97° on the 
evening of the 18th. On August 19th the temperature rose to 101°, and 
until the 26th assumed a higher range, from an average of 97° in the 
morning to 101° to 104° in the evening. On the 25th the tube opening 
was dilated with the finger and the kidney washed out with boric lotion 
every four hours without any effect in lowering the temperature. 

On August 27th the kidney was removed by reopening the lumbar 
incision and tying the vessels and ureter in the usual way. No blood 
was lost. The kidney was much enlarged, the ureter dilated, and the 
renal substance was the seat of several large abscesses and several small 
ones filled with caseating material. There wa3 no calculus. 

The patient apparently bore the operation well, and passed two or 
three ounces of urine about four hours after operation. Toward mid¬ 
night vomiting and collapse set in, and the pulse became very small and 
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weak. From the smell there seemed to he urine in the vomit, but it was 
thrown away before it could be examined. Next morning at 7.30 no 
urine was found in the bladder, and she had passed none since the early 
part of the night. She said she felt better, but her hands and feet were 
very cold, skin perspiring freely, and mind quite clear. She had a 
frightened look, and her pulse was quite imperceptible. She continued 
collapsed during the day, and died at 3 o'clock—i. e., twenty-eight hours 
after operation—apparently from shock and suppression of urine. 

A post-mortem examination was made eighteen hours after death. 
Body much emaciated. Wound in the right loin, four inches long, 
parallel to last rib, and clean. On opening the abdomen the omentum 
was found to be fixed in the pelvis, adherent to the uterus and bladder. 
Its fixed part was infiltrated with pus and nodules* that seemed of a 
tubercular character. There was double pyosalpinx, and pus of a 
cheesy character was exuding from both Fallopian tubes. The right 
broad ligament was a thick, solid membrane. Adhesive, old-standing 
peritonitis was present over nearly all the abdomen, fixing the liver to 
diaphragm and the coils of intestine to each other at various parts. 
Some more recent lymph in pelvis, and pockets of pus here and there 
were found among the intestines, with tubercular nodules; some pus in 
Douglas’s pouch. The right ureter ran through a mass of inflammatory 
tissue about an inch thick just before entering the bladder; its lumen 
was pervious, but much contracted. Above the broad ligament the 
ureter was dilated. 

The substance of the left kidney was apparently healthy, but some 
pus was found in the pelvis and along the left ureter, which was some¬ 
what dilated. The uterus, ovaries, tubes, and bladder were all firmly 
fixed to the sides and floor of the pelvis, and so matted together that it 
was most difficult to separate one from the other. No tubercles on 
lungs, spleen, left kidney, or liver. Other organs healthy. No tuber¬ 
cular ulceration of bowels. 

Remarks. —The first thought that strikes one on reading this case is 
the slow, insidious nature of the disease. Beginning with a chill early 
in December, the patient seemed to be simply out of health for several 
months, and the only symptoms pointing to the actual disease were the 
frequency of micturition with an accompanying pain and smarting. 
These symptoms she, a young girl, probably said nothing about to her 
friends or to her doctor, if she had one. The question of an infective 
blennorrhcea here asserts itself. We can only reply that there was 
nothing to lead us to suspect it except the above-mentioned symptoms 
and the theory that pyosalpinx is mostly gonorrhoeal, and we did not 
feel justified in seeking information upon this subject from the patient. 
The next remarkable feature of the case was the absence of symptoms 
pointing to pelvic disease. Pelvic disease was never suspected until the 
patient came into hospital, and was only discovered by the examination 
conducted there. The renal swelling absorbed the patient’s whole atten¬ 
tion at this time. 

The cause of the disease was probably a chill at the menstrual period, 
producing a check to that secretion and consequent congestion of the 
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generative organs, decomposition of the sanguineous discharge covering 
the walls of the vagina and uterus and external genitals, and infection 
by the ordinary absces3-germs of the tubes, broad ligaments, etc. If 
any specific germs were present in the tissues the explanation would 
hold good, except that the symptoms would be more likely to follow 
such specific infection. 

This intra-pelvic inflammation is a very common complaint, well 
recognized by gynecologists, and is undoubtedly produced in pure vir¬ 
gins by colds, menstrual derangements, and other simple causes, 
although irregular living, specific infection, miscarriages, and parturi¬ 
tion are the most common causes. In the great majority of cases the 
disease, as far as we know, begins and ends with the pelvic organs, but 
it would be a matter for careful observation whether the kidneys always 
escape being interfered with as perfectly as they seem to do. 

When the kidneys are interfered with, the interference may arise in 
several possible ways: 

1. The surrounding inflammation may produce an irritable, contracted 
bladder that prevents a free flow of renal secretion and a waterlogged 
state of the kidneys that may end in dilatation, degeneration, and sup¬ 
puration, as the case may be. This method of interference would result 
in symmetrical disease; is hardly, if ever, productive of any rapidly 
developing gross lesion, and I do not think would apply as an explana¬ 
tion to the class of cases under discussion. 

2. The surrounding inflammation may produce a cystitis or ureteritis 
that, creeping upward along the mucous membranes of the bladder and 
ureter, may by continuity terminate in a pyelitis or nephritis. No 
.symptoms of such a course appeared in the case we have described, and 
the bladder and ureter on post-mortem examination did not present any 
signs that gave grounds for such an explanation. The lining membrane 
of the ureter was healthy. 

3. The pelvic inflammation may spread by continuity along the tissues 
outside of the ureters and produce perinephritic inflammation, but the 
appearances presented at the operation and at the post-mortem negatived 
the supposition of its production in this way. There were no signs of 
perinephritis or peri-ureteritis visible on any of these occasions; the 
kidney and ureter were enlarged, but both enlargements were produced 
by dilatation, and took place from within and not from without. 

4. The renal disease was produced by intra-pelvic inflammatory effu¬ 
sion into the broad ligament pressing upon the ureter close to the blad¬ 
der in such a way as to produce obstruction to the passage of urine, 
partial or complete. 

This is in all probability the true explanation. The post-mortem 
showed the ureter on the affected side constricted by a mass of inflam¬ 
matory effusion an inch thick. At the post-mortem, and long before, 
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the tension of this inflammatory effusion was small compared with what 
it had been in the early stages of the pelvic disease; but the dilated 
ureter above the effusion, and its narrowed portion below, showed what 
had once occurred. 

Assuming that the compression of the ureter by inflammatory intra- 
pelvic material was a necessary step in the production of the nephritis, 
the succeeding phenomena would be: stasis of the renal secretion more 
or less complete in the ureter and pelvic calyces, distention of these 
regions, and a condition of hydronephrosis. The patient described an 
occasional excessive flow of urine that may point to this condition, but 
the terms of the description were too indefinite to be relied upon to per¬ 
haps indicate anything more than the usual fluctuations of the secretion 
that often occur, especially in a nervous young woman. 

The stoppage of the flow of the secretion tended to cause decomposi¬ 
tion of the urine confined in the ureter and renal pelvis. This decom¬ 
position alone would tend to set up inflammation, especially when formed 
by the irritation of increasing tension and by the febrile state of the 
blood and tissues accompanying the pyosalpingitis. Suppuration evi¬ 
dently took place in the secreting substance of the kidney, and was a 
nephritis, not a pyelitis. The tension and irritation of the retained urine 
supplied the predisposing cause and the febrile state of the system the 
infecting or exciting cause. The former represented the tinder and the 
latter the match, and the two combined lighted up the disease. Men¬ 
tion is made of tubercles on the peritoneum, and the smaller renal foci 
of suppuration seemed tubercular, and probably in these places the tis¬ 
sues contained the tubercular microbe. We are, however, inclined to 
consider the tubercular disease a secondary infection limited in extent 
as yet, but spreading in the tissues already devitalized by the simple 
inflammation. Tubercular kidneys have, I think, often the same origin, 
and I can recall some striking instances where their removal has com¬ 
pletely cured the patients, although at the time of operation the outlook 
wa3 supposed to be most gloomy. The obstruction to the flow of urine 
or pu3 was probably never complete. Pus was noticed in the urine 
very early in the disease, and once a very large quantity, noticed dis¬ 
tinctly by the patient, came away at one time. This arose rather from 
the rupture into the ureter of a renal abscess or perhaps from an in¬ 
creased patency of the lower end of the ureter and a consequent flow 
from the engorged pelvis of the kidney and upper part of the ureter. 
A slight pyelitis was present, on post-mortem, in the pelvis of the oppo¬ 
site kidney, probably due to the irritable bladder, but the renal substance 
on this side was sound. 

The frequency of the disease has of late seemed to me to be greater 
than I had previously thought it to be. When I look back on my prac¬ 
tice for some years, I can recall many instances of it. 
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An old nurse, who had been married and afterward suffered from 
pelvic cellulitis, consulted me many years ago with the identical lesions 

f resent in this case. By rest and care the symptoms abated, and she 
eft for her home in the sister isle, to die next year from, as far as I 
could learn, an enormous pyonephritis that so perplexed the different 
medical men who saw' it that nothing was done until she was moribund. 
I believe an opening was made in the kidney too late to influence the 
result and only sufficient to establish the diagnosis. 

On February 28, 1888, a woman, aged twenty-eight years, single, a 
warehouse hand, was admitted into hospital moribund, and died before I 
had an opportunity of making a diagnosis. She was bloated and her 
legs pitted from anasarca. The renal calyces and pelves were dilated, 
and the secreting substance of both kidneys reduced to a thin peripheral 
layer. The upper parts of both ureters were dilated, and two sacs of 
pus—a double pyosalpinx—were found in the pelvis. The tissues in 
the pelvis were very much adherent to each other. 

In 1884 a woman, aged thirty-two years, came under my care suffer¬ 
ing from right salpingitis and pelvic cellulitis, ascribed to a confinement 
seven years before. By rest, etc., she was relieved, but came back again 
next year and had the right appendages removed, recovering completely, 
as we thought. In 1886 she .again returned, with a right pyonephrosis 
that had burst and formed sinuses all around that side of the abdomen, 
rendering her condition hopeless. 

In March, 1885, a woman, aged twenty-four years, came under my 
care suffering from an enlargement at the left side of the uterus, the 
result of a fall. After five months’ rest the inflamed hsematocele (as it 
was diagnosticated) subsided, and the patient resumed her work. She was 
readmitted on January 14,1887, when we found the left Fallopian tube 
much thickened; menses scanty and irregular, and of a light color; 
great dysuria and anorexia. Expectant treatment was tried up to June 
16th, when, no distinct improvement being secured, the left tube and 
ovary were removed. The left kidney was then enlarged and the urine 
contained pus, but it was hoped that with removal of the irritating pel¬ 
vic trouble recovery of the kidney might ensue. The kidney, however, 
became rapidly worse, and, on exploration, it was found so much dis¬ 
organized that it was removed on July 27th, and the woman recovered 
completely. 

A woman, aged fifty-one years, was admitted into the Royal Southern 
Hospital on September 23, 1890, suffering from frequency of micturi¬ 
tion, occasional incontinence of urine, and pelvic pain. A swelling was 
found to the left of the uterus, fixing that organ in the pelvis. The 
bladder was dilated, its walls velvety, and the urine, of specific gravity 
1010, acid, contained albumin, gravel, and pus. Cancer of ovary, broad 
ligament, or bladder was suspected, but with rest and care all the symp¬ 
toms and signs disappeared in four months, and the patient was dis¬ 
charged well. 

In the following case a different cause produced the kidney trouble, 
but in much the same way: 

Mrs. W., aged thirty-six years, was admitted to the Royal Southern 
Hospital, on May 8th, complaining of pain in the urethra and irritable 
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bladder, symptoms that had lasted more or les3 for eight or nine years, 
and had now produced much debility and mental depression, with sick¬ 
ness, diarrhoea, etc. In 1881 she had what her medical attendant called 
“swollen ovaries” and a “lump on the bladder.” The urine was 1012 
specific gravity, contained one-third albumin and a considerable amount 
of pus. Examination under chloroform showed that the bladder was 
distended, but normal in every other respect. All the other pelvic and 
abdominal organs were apparently normal, except that between the os- 
uteri and the urethra, situated beneath the anterior vaginal wall, was a 
small nodule about the size of a walnut. On the urethra being dilated 
the nodule was felt to press upon the vesical trigone from below and in 
such a position as to obstruct the urethral orifice. On May 15th this 
tumor was shelled out after an incision had been made over it through 
the vagiual mucous membrane. The bladder was not opened, and the 
small fibroid tumor—for such it was—lay quite free between the vaginal 
and vesical mucous membranes. Very slight relief followed. She was 
discharged June 5th, weaker than on admission, and died soon alter 
from the renal disorganization. 

These are only a few representative cases culled at random from my 
notes. I intended here to try to tabulate the comparative frequency of 
renal disturbance in pelvic inflammation, but I find that my cases, not 
being prepared for this purpose, are sometimes deficient in information 
about the state of the urine. This is a subject for future study. I have 
said enough to show that the disease is sufficiently common and impor¬ 
tant to have attention directed to it, especially as most of the text-books 
are either silent on the subject or pass it over with a few remarks that 
only indirectly refer to the matter. 

Treatment. —When diagnosticated early the treatment is absolute 
rest in bed, careful diet, hot vaginal douches, aperients and febrifuges 
as required, and tonics, of which quinine is the chief. Early and strict 
adoption of the treatment will rarely fail to cure. When the disease 
keeps advancing in spite of this treatment, or when the disease has so far 
advanced as to render these measures hopeless, then abdominal section 
and exploration of the pelvis, with drainage or removal of the inflamed 
appendages, may suffice. In other cases the affected kidney will also 
require drainage or removal. The advanced cases are very unsatisfac¬ 
tory, the early cases very tractable. Let us endeavor to diagnose these 
cases in the early stage and to prevent their passing beyond that 
stage. 



